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Obturator dislocation of the hip is rare.6,9 Disloca-
tion in combination with an open book fracture of
the pelvis is even more unusual. To our knowledge,
this injury has not been described previously.Case report
A sixty-four-year-old man was involved in an acci-
dent at work. A steel beam of more than 2000
pounds hit his right buttock while he was standing.
He was propelled forward and became wedged
under the beam with his pelvis and upper legs. After
several minutes rescuers managed to remove the
beam.
On arrival at the emergency department he was
alert and was treated according to ATLS principles.5
The vital parameters remained stable. On physical
examination the pelvis appeared vertically stable
but was extremely painful on compression. Besides a
defect was palpable at the symphysis pubis. The
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Open access under the Elsevier OA license.abduction and 508 of external rotation. The neuro-
vascular status of the lower extremities was normal.
There was no perineal haematoma and no blood
from the meatus urethrae.
Secondary survey showed an open fracture of the
right little finger.
Radiographic examination revealed an obturator
dislocation of the right hip with associated ipsilat-
eral fracture of the pelvis partly through the os ilium
and partly through the sacroiliac joint. The right SI
joint was dislocated and there was a diastasis of the
symphysis pubis of 2 cm (Fig. 1).
After infusion of 1500 ml of saline solution the
patient remained hemodynamic stable. The CTscan
of the abdomen did not show free intra-abdominal
fluids and injuries of organs were excluded. A rup-
ture of the bladder or urethra was excluded with a
retrograde urethrogram and cystogram. The CTscan
of the pelvis revealed a pure obturator dislocation of
the hip without osteocartilaginous fragments
(Fig. 2A and B). According to the AO classification
system the open book fracture of the pelvis was
classified as a type B1.15
Under general anaesthesia closed reduction of
the right hip was started within 5 h after trauma.
After one failed attempt an Allis manoeuvre was
carried out.1 In this the hip was flexed, abducted
and rotated externally with simultaneous longitu-
dinal traction on the upper leg. Counter traction on
320 A.F.C.M. Moonen et al.
Figure 1 Antero-posterior radiograph showing a obtura-
tor dislocation of the right hip with associated open book
fracture of the pelvis.
Figure 2 CT pelvis (A) and 3D reconstruction (B) showing
a fracture of the right os ilium continuous with the SI joint
and a symphysis diastasis.
Figure 3 Antero-posterior gradiograph postoperative
showing reduction and primary osteosynthesis.the pelvis was applied on both iliac bones. With
lateral traction of the proximal upper leg by the
second assistant the hip was reduced during internal
rotation. Altogether considerable force was needed
and traction was applied for almost 10 min. Vital
signs remained stable during this procedure.
Percutaneous osteosynthesis of the os ilium frac-
ture followed with the patient positioned on his left
side. The effects of gravity and manual compression
produced satisfactory reduction of the open book
fracture. Percutaneous posterior transiliac fixation
was performed with three threaded Steinmann pins.
After supine positioning of the patient open reduc-
tion and plate fixation of the symphysis was per-
formed through a Pfannenstiel incision (Fig. 3).
Postoperatively the patient was positioned in
balanced traction. On the seventh postoperative
day the patient was mobilised non-weight bearing.
The postoperative course was complicated by diar-
rhoea and a rash probably the result of the amox-
ycillin prophylaxis. After 3 weeks the patient was
discharged from the hospital. From the sixth post-
operative week on he was permitted full weight
bearing. At 3 months he had resumed his work as
a farmer.Discussion
Obturator dislocation of the hip is an uncommon
injury, occurring in less than 5% of all traumatic
dislocations of the hip.6,9 The neck of the femur or
greater trochanter impinges on the rim of the acet-
abulum thereby levering the head of the femur out
of the acetabulum. The degree of hip flexion deter-
mines whether a pubic (superior) or obturator
(inferior) type of anterior dislocation results. The
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simultaneous hip flexion, abduction and external
rotation.7 The same mechanism applies to this case.
In case of concomitant fractures these usually are
fractures of the acetabulum or the femoral head.11
This case shows dislocation of the hip with asso-
ciated instability of the pelvic ring.
Although instability of the pelvis hampered
closed reduction of the hip, manipulation was set
through. During the reduction of the hip consider-
able force was needed and traction had to be main-
tained for almost 10 min. After manual stabilisation
of the pelvis with compression on both iliac wings it
was possible to reduce the femoral head over the
rim of the acetabulum without further dislocating
the hemipelvis. However, this procedure is not with-
out risk for retroperitoneal bleeding. Alternatively
external fixation of the pelvis is an option to gain
temporary stability whilst a potentially life threa-
tening manoeuvre was performed. Other risks of
manual traction for 10 min include iatrogenic neu-
rological damage.
Our patient remained haemodynamically stable
while the pelvis was manually stabilised. In case a
patient becomes haemodynamically unstable,
further manipulation is contra-indicated and
immediate stabilisation of the pelvis is mandatory
followed by immediate angiographic embolisation
or laparotomy.2,4
Closed reduction is the treatment of choice in
cases of traumatic dislocation of the hip.6,8—10,13 It
is important to perform reduction within 6 h after
trauma. Obturator dislocation of the hip which is
irreducible by closed reduction requires open reduc-
tion through an ilioinguinal approach.3,16 Toms et al.
reported a case of open reduction with release of
the rectus femoris muscle.16
Besides the operative risks open reduction
increases the percentage of risk of avascular
femoral head necrosis.12,14 Stuwart reports 8% of
femoral head necrosis after an anterior dislocation
of the hip.14 After open reduction this percentage
increases to 40%.We emphasise the importance of closed reduction
of an obturator dislocation of the hip even in case of
an unstable hemipelvis.References
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